
 

 

CalPERS Health Plan Enrollment Form 

                   County of Placer  

  

Social Security Number:  Employee number: Date Stamp: 
    -  -          

Spouse’s/Domestic Partner’s Social Security Number:  Job Title: 

  -  -           

Employee Name:  Daytime phone number: 

                        -     -      
First                                  Middle          Last     

 

Full Address:  
      

 
 

 

 

Resident Zip Code:       

(if using work location or different from mailing address 

 

Gender                     Status 

Male                      Married 

Female                   Single 
                            Registered Domestic Partnership 

 

 

 

 
Primary Care Physician/Medical Group 

      

PCP = Primary Care Physician  

Required only if enrolling/changing Blue Shield or Western Health Advantage 

Relationship Name Date of 

Birth 
Action 

 

Self 

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 
Delete 

 Currently enrolled 

 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 
Delete 

 Currently enrolled 

Health Plan Selected: 

                                        
 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 
Delete 

 Currently enrolled 

 

Prior Plan:  

                                        

 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 

Delete 

 Currently enrolled 

Reason for Enrollment/Change 

      
 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 

Delete 

 Currently enrolled 
Are you currently enrolled in a CalPERS health 

plan?    Yes       No 

If yes, last day of coverage:___________________ 

 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 
Delete 

 Currently enrolled 

Shaded areas- Personnel use only 

Plan Code:      Prior Plan Code:       
 

             

First              MI      Last                    

                         
PCP       

 
  /  /   

Add 
Delete 

 Currently enrolled 

 

Permitting Event Code: 

     

 

 

 

Permitting Event Date 

  /  /     
 

Check one: 

 I DECLINE to enroll in a health plan 

 I elect TO ENROLL/CHANGE in the above health plan and authorize 

deductions to be made from my salary or retirement allowance to cover my share 

of the cost of enrollment as it is now or as it may be in the future.  I also certify 

that all dependents listed above are eligible family members as defined in the 

Public Employees’ Medical and Hospital Care Act. 

 I elect to CANCEL enrollment in the above health plan 

 

Bargaining Unit: 

                                    

 

Party Code:  

                                         

Effective Date:      /  /     

- 

Employee or Annuitant’s Signature:   

►____________________________________________________________ 

Date signed:  

  /  /     

  Date signed:  

  /  /    ________________ 
Signature of Health Benefits Officer: I hereby certify under penalty of perjury as follows: That I am a duly appointed, qualified and acting officer of the above named agency, and that payment by 

the agency as provided by §22825-22832 of the Government Code is hereby approved.  Final determination of eligibility for the enrollment action specified will be made by the Board of Administration, California 

Public Employees’ Retirement System, in accordance with the Public Employees’ Medical and Hospital Care Act and the regulations implementing the Act. 

onlinePCHBD-12  09/1/05 

 


